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Bulleted Novelty Statement (max 100 words) 
 Pregnant women newly diagnosed with gestational diabetes mellitus found a moderately 
reduced calorie diet both achievable and acceptable.  
 The main motivation for diet adherence was optimising the wellbeing of their baby. 
 Other facilitating factors included improvements in their own physical health, reducing future 
risk of type 2 diabetes mellitus and helping the research team. 
 Absence of barrier due to partners, family and friends being concerned about weight loss in 
pregnancy was striking. 
 These data provide a basis for design of a randomised controlled trial of weight loss as therapy 
for gestational diabetes.  
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Abstract  
Aim. This study investigated the views and experience of pregnant women newly diagnosed with 
gestational diabetes mellitus participating in a 1200kcal/day diet to achieve moderate weight loss 
(the WELLBABE study). Barriers and facilitators to adherence were explored. 
Methods. Twelve participants engaged in semi-structured interviews following completion of the four 
week diet.  An interview schedule was devised using open ended questions guided by the Theoretical 
Domains Framework. Transcript responses were analysed thematically. 
Results. Participants were anxious about their diagnosis of GDM, but concerns related to dieting in 
pregnancy were allayed by reassurance from the research team. Participants expected health benefits, 
improved knowledge and support from enrolling on the study.  
The primary motivator to diet adherence was their baby’s wellbeing. Other facilitatory factors 
included improving their own health and reducing any future risk of diabetes. Trying to provide 
reliable results and receiving extra care also facilitated adherence. Partners, friends and family were 
an important source of social support and no barrier due to concern about weight loss in pregnancy 
was encountered. Observed and experienced physical changes and feedback from the research team 
positively reinforced adherence. The main barrier was that learning new skills was initially time 
consuming.  
Conclusions. Weight loss was acceptable to women with gestational diabetes provided with clear 
information about likely benefit. A randomised controlled trial of this intervention is now required, 
employing clear information and feedback of glycaemic benefit to facilitate efficacy. 
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Background 
Gestational diabetes (GDM) affects 10 to 25% of all pregnant women worldwide [1] and is associated 
with substantial adverse effects on mother and baby. The associated factor of increased body weight 
is independently associated with pre-eclampsia, macrosomia and operative delivery [2]. Meta-
analysis of dietary restriction to reduce weight gain in pregnancy has been shown to decrease the 
prevalence of GDM, pre-eclampsia and pre term delivery by around one third, and to decrease 
shoulder dystocia by two thirds [3]. However, this information has not been widely assimilated into 
clinical practice and National guidelines do not emphasize restriction of weight gain throughout 
pregnancy [4]. In England, maternal obesity has doubled from 7.6% in 1989 to 15.6% in 2007 and 
data from 2015 suggests 1 in 5 women in the UK enter pregnancy with BMI in the obese range [5, 6]. 
When gestational diabetes has developed it must be considered that a shift from restriction of 
weight gain to a therapeutic aim of weight loss may be appropriate for some women.  
The WELLBABE (Weight Loss Looking for Baby and Mother’s Better Outcomes) study was a single 
centre, prospective, pilot study conducted between January and August 2015 (ISRCTN registration 
17505466)[7]. Women attending antenatal clinic following a diagnosis of GDM were approached to 
discuss participation. Study exclusion criteria included women with multiple pregnancy or 
contraindication to magnetic resonance scanning but no lower limit of BMI. The effects of moderate 
dietary energy restriction on blood glucose control and on the underlying pathophysiology were 
examined.  Over the four week dietary period a mean of 1.6kg weight loss was observed, compared 
with 1.4kg weight gain in a group of GDM women receiving standard care. It demonstrated that near 
normal glycaemic control could be achieved, minimising need for metformin and insulin. However, 
before designing a large multicentre controlled study of this therapeutic approach to management 
of GDM, it is vital to understand the barriers and facilitators to acceptance of such advice by women. 
Opinions from family and friends may reflect ingrained beliefs about weight gain in pregnancy, and 
this may decrease or prevent widespread application [8].  
Previous qualitative studies have revealed the extent of shock and concern associated with the 
diagnosis of GDM [9, 10]. This could potentially increase compliance with dietary advice focussed on 
weight loss but detailed insight is required. This paper presents the qualitative analysis of the 
acceptability of decreased dietary energy intake following diagnosis of GDM and the factors 
affecting implementation during the WELLBABE study.   
Methods 
Design 
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A qualitative design was adopted to investigate the views and experiences of the pregnant women 
participating in WELLBABE. A semi-structured interview schedule was devised by the 
multidisciplinary study team and informed by the wider literature on weight loss and diet 
adherence.  The Theoretical Domains Framework (TDF) [11-13] was designed using an expert 
consensus approach to collate the constructs from different behaviour change theories under 
umbrella terms that would be easy to communicate to a multidisciplinary audience. The framework 
facilitates the acquisition of specific information into theoretical domains (e.g. knowledge, social 
influence, beliefs about capabilities) and can be used to support the gathering of evidence 
associated with a specific behaviour, in this case, participation in, and adherence to the dietary 
intervention. Therefore, open ended questions were designed using the TDF based around issues 
that are known [10, 14] to help or hinder women to adhere to moderate dietary energy restriction, 
such as motivating factors, emotions, beliefs and skills. Probes were used where necessary for 
further clarification and to target specific issues/constructs within the domains. (Topic guide 
summary Table 1, full text -Supplement 1).   
Setting and participants 
The WELLBABE study was approved by Newcastle and North Tyneside 2 Ethics Committee, (REC 
reference 14/NE/1085). Sixteen women consented to participate (out of a total of approximately 30 
women approached); informed consent for the interview was obtained as part of the WELLBABE 
recruitment process. Out of the 16 participants, two withdrew before completing the diet due to 
time pressure to attend assessments and for social reasons and the remaining 14 agreed to be 
contacted about the interview. Subsequently consent to be interviewed was obtained for 12 
women, two women declined at this point due to lack of time, but otherwise stated they would have 
been happy to be interviewed. Reflecting the majority population of the North East of England, the 
group were of white British ethnicity. Using postcode analysis, over half were in the lowest two 
quintiles of socio-economic deprivation (Table 2).  
A convenient time and location was arranged to conduct the interviews (10 in the women’s homes; 
two in a private counselling room after an antenatal appointment). 
Procedure 
Interviews were conducted by a midwife (CMcP) experienced in qualitative research and not 
involved with delivery of WELLBABE, between February and October 2015. Each lasted between 23 
and 63 minutes (median 29 minutes). They were audio recorded, transcribed verbatim and 
anonymised. 
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Analysis 
Transcripts were coded thematically (supported by NVIVO version 10 software), using pre-defined 
themes within the TDF and additional themes identified within the data. Coding was initially carried 
out by one author (CMP) and 20% of the transcripts were double coded (CMP and VAS) to ensure 
consistence of coding and data interpretation. Differences of opinion were resolved by discussion.  
Transcript sections could be coded into several themes if they represented multiple meanings. These 
were then grouped into overarching concepts which focused on women’s feelings, thoughts, beliefs 
and behaviours at the beginning of the diet, during the diet and after the four-week dietary period 
had been completed. Links were identified between the different themes and whether they were 
facilitating or inhibiting participation, engagement and adherence to the diet.  
Results 
The demographic characteristics and weight change of the 12 interview participants are shown in 
Table 2. 
 
Pre-diet beliefs and feelings  
Emotions 
A small number of the participants initially expressed or had some concerns about dieting whilst 
pregnant. However, all concerns were allayed after reassurance and explanations by the 
research team. 
 
 “other people might need more convincing that it’s ok to be on a diet when you are pregnant.  I 
think it does go against the grain with a lot of people.  Erm, but I was, I suppose I had trust in, in 
the doctor’s opinion to say that it is ok”. WB10 
“I was going to be monitored closely so I didn’t have any worries really at all about, about doing 
the study”. WB2 
 
Any anxiety expressed by the women was related to the diagnosis of gestational diabetes and 
the impact that this diagnosis could have on the pregnancy, as opposed to taking part in the 
study diet. 
 
“when I found out I had gestational diabetes, I just wanted to do everything right”. WB4 
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Some family members and friends did initially express some concerns about calorie reduction 
during pregnancy, but these were allayed once participants were able to explain the rationale 
behind the ‘diet’.  
 
“the initial reactions of people when you tell them has been a bit like ooh I don’t think that’s a good 
thing, but then when you explain why and what happens everyone says well it’s a strict diet but you 
have to do it” WB2 
 
Expectations  
All participants had positive expectations that engaging in the diet would result in health 
benefits, improved knowledge and provide greater reassurance and support with the 
management of their GDM. 
 
 
 “At the start of the research erm, I think I felt it would help kind of, the baby, and having that extra 
support rather than not having it, that’s why I decided to take part cos I thought it’s extra support for 
free.” WB10 
 
Facilitators to adherence during the diet 
Motivational factors 
 Responsibility  
Many of the participants discussed ‘doing the right thing’, feeling a responsibility primarily for 
the health and wellbeing of the baby. This was cited frequently as the main motivating factor for 
participation and adherence. 
 
“I cheated on diets when it’s just me but when you’ve got a baby inside you that you’re 
responsible for it helps.  Yeah, what better incentive not to cheat”. WB10 
 
“I just knew I had to do the right thing for my baby, so, and that’s such a strong motivator, yeah, 
so, it wasn’t too bad”. WB8 
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For some participants the sense of responsibility felt was expressed more readily, almost like a need 
to counteract the guilt they felt for potentially causing harm or putting the baby at risk by being 
diagnosed with diabetes. The study intervention gave them a sense of what they could do to resolve 
that negative feeling of guilt and take back control.  
 
“I can deal with anything I do to myself and I’m the only one to blame but when you’re 
responsible for something else, you kind of stick to it a bit more”. WB6 
 
Their health during pregnancy and risks for future health were also discussed, but they were 
referred to as a secondary source of motivation when comparing with factors associated with the 
baby’s health. 
“I think as time went on I started to think about myself”. WB3 
 
 “for the diabetes to be controlled and not have to go onto medication and again not have to be 
induced earlier than I needed to be really”. WB5 
 
 Research participation and the benefits emerging from it 
Participants frequently talked about the benefits of taking part in research. Some had an altruistic 
approach,  feeling highly motivated to help other women in the future whilst others stated that they 
wanted to help the researchers and felt a responsibility to stick to the diet and not cheat which they 
felt could potentially ruin the results or waste time and resources. 
“I think being part of the study as well, knowing that somebody else is relying on you, for their 
research”. WB4 
 
 
For many women the extra support, reassurance and extra tests/scans were a positive influence 
when deciding to participate and reduced some of the anxiety associated with their GDM 
diagnosis.  
 
  “speaking to the dietitian on the study helped me better understand food than just speaking to 
the diabetic dietitian at the hospital. But I know that’s because they’re pressed for time”. WB9 
 
Social support 
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Family members, friends and especially partners were an important source of support during the 
diet. Participants found that having partners who helped with planning, cooking and even eating the 
same food was very encouraging. Family and friends who took the diet into consideration when 
planning social events helped with social inclusion and promoted emotional wellbeing. 
“I wasn’t sitting looking at a plate full of vegetables and he had a pizza or something.  He was eating 
the same as me so I didn’t really notice the difference” WB12 
 
“So I think if I didn’t have his support then I probably wouldn’t have done as well as what I have.  ”. 
WB11 
 
“if I’ve met up with family and friends and I’ve tried to say like you know, I really want to come and 
see you or go out for a meal but I need to go somewhere that serves brown pasta or that has an 
under 500 calorie menu and that’s what they’ve all done for me”. WB4 
 
Behaviour Regulation 
 Positive re-enforcement and feedback 
Feeling physically better, losing weight or the knowledge that the baby was benefiting from their 
eating behaviours had a positive influence on continued adherence. 
 
 
 “Obviously with him being in proportion, so that makes me think that the diet’s working and I 
don’t feel like I’m in such danger of being as big as I was, and hopefully I’ll not continue to gain 
any weight”. WB4 
 
Participants believe that their continued engagement with the diet was definitely facilitated by 
the communication skills of the research team and the encouragement and feedback they 
provided. 
“So if I did have a high reading he could come back and say it’s because I’ve had a lot of potato, 
a lot of starch or so it was handy to have him there, an extra pair of eyes”. WB7 
 
 “I felt that the doctors were actually talking to me.  They’re taking the time out to explain 
things”. WB9 
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“ he was communicating back, that made you kind of feel like a lot better and encouraged you to 
keep doing it”. WB10 
 Knowledge and past experience 
Participants felt that their past experiences of dieting were helpful and prior knowledge 
facilitated adoption of diet principles. 
“We’d already done that kind of controlled diet before on the same app ‘MyFitnessPal’ so we were 
used to using that particular app and we had done that amount of calories before”. WB5 
“Yes I’ve done hundreds of diets, so, but this one was quite manageable because you could still 
eat loads of fruit and veg and it wasn’t that restricting.  I didn’t find it that difficult”. WB8 
 
 Action Planning and Priorities 
Initially, developing these new skills required commitment, such as understanding how to 
combine or obtain all the required nutrients, planning menus and food shopping. However 
participants stated that they had all the information and support they needed to do this, and 
after an initial period of ‘learning’, these tasks became a habit. 
 
“At first I sat with a pad and paper and planned all my meals and checked all my labels and 
everything but once I got my head around it I didn’t have to do that”.  WB10 
 
 Beliefs about capabilities: Developing skills, enacting these and the cycle of self-efficacy 
Participants also discussed the initial difficulties and process of learning how different foods affected 
their blood sugar. They described how their confidence levels and capabilities increased rapidly as 
they acquired new knowledge and skills. Continuous experience of constructive feedback from the 
research team via the ‘MyFitnessPal’ app. positively contributed to the increase in self-efficacy levels 
with regard to management of their blood sugar levels.  
 
“the basics that I learned have really helped me manage my blood sugars I think, so that’s been 
really good”. WB8 
 
Barriers to diet adherence 
 Family and friends 
It was anticipated that participants might receive conflicting advice generated by the prior beliefs of 
family and friends. However, following some initial concerns, family and friends were reassured by 
the positive explanations given to them by participants and subsequently became a great source of 
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support, as previously described.  
 Emotions 
One participant struggled and talked about feeling miserable however she admitted that this was 
probably because she did not like any vegetables so had limited options and choices. Despite this 
she still felt an overwhelming need to try and comply, with the ensuing guilt if she did not. 
 
“I was just miserable on it but I think people are like that on diets anyway erm, it’s it’s fighting 
the misery with knowing that you have to do it and you’ve got no choice”.WB6 
 
Environment Context Resources 
Participants initially found the diet very time consuming until they had become familiar with it and 
needed to adapt their behaviours in order to execute it effectively. Lack of time or commitment 
during the first week would have had a negative impact on adherence. The additional costs involved 
were mentioned by one participant. Although this did not prove to be a major barrier for her, it 
might for some individuals.   
“initially, it was very time consuming going through deciding what I’m having and that’s all I was 
thinking about”. WB2 
 
 “fresh food’s more expensive. I was buying like chicken breasts, steak erm salmon, fresh 
vegetables.  Do you know what I mean like, the stuff like that is more expensive.  I spent more on 
food”. WB10 
 
Post-diet Reflections 
 Positive outcomes 
All participants stated that they were glad that they had participated in the study, even those who 
struggled with adherence. On the whole they were satisfied with how it had progressed and the 
support and information that they had received.  
“I’m so glad I did it, because obviously it has helped us control my weight and the baby is exactly the 
weight that it should be for the gestation” WB12 
 
“really satisfied.  I think it’s really good.  I would have done it a lot earlier if I’d known it was safe 
to do it”, WB4 
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“if someone said to us would you do it again, I would say yes, I would.  Though it was tough I 
would still probably do it again”. WB6 
 
In retrospect, women felt that participation helped to keep them focused on their blood glucose, 
that they learnt a lot and were more aware of ‘what’s going on inside them’, had a sense of 
achievement, not feeling to ‘big’ or ‘sluggish’, reducing their liver fat, potentially their need for 
medication and making things better for the baby.  
 “I got that much weight off, I got the diabetes controlled and I reduced my liver fat as well”. WB5 
 
“Very satisfied.  I feel like I’ve achieved something.  I feel like I’ve erm, I’ve made it better for my 
baby, I’ve made it better for me”. WB10 
 
Self-regulatory skills: making future plans 
Many participants would have liked the support to continue to the end of pregnancy, and planned to 
try to continue to implement the skills they had learnt, although perhaps not be so strict with calorie 
intake.  One participant felt that not being so big post-natally would make her a happier mother and 
many described how they will be more conscious of what they are eating post-partum and try and 
stick to a healthy diet. All participants were aware of their increased future risks of developing 
diabetes and most stated that they intended to use this knowledge to prevent or reduce the risk.    
“I’m going to stick to what I’ve been doing to the end of my pregnancy and then I can relax a little 
bit but always in the back of my mind know that I’ve got that increased risk of diabetes.WB10 
 
 “I don’t want it when I’m older, and I think if I, if I’m the only person that can change that then so be 
it and now I know how to do that, thanks to this then it’s all, the ball’s in my court really and if I can 
do it when I’m like 34 weeks pregnant, I’m sure I can do it when I’m not”. WB5 
 
Discussion  
 
This study highlights multiple interrelated factors which influence women’s participation in, and 
engagement with moderate dietary energy restriction following diagnosis of GDM. Participants 
were initially anxious about their diagnosis of GDM and potential effects that it would have, but did 
not express any anxieties related to participation in the study itself. They generally felt well looked 
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after and that the ‘diet’ was safe, indeed, they felt that participation in the study would provide 
them with more support and information about managing their GDM. The wellbeing of the baby 
was cited by all women as the main motivational factor for study participation and diet adherence. 
Their own physical health was a secondary motivating factor, with expectations of a lower weight 
gain, decreased liver fat and better control of their diabetes providing positive reinforcement. 
Participation in a research study also acted as a motivator, a desire to help the researchers and 
other women in the future. Similarly, the support, reassurance, extra resources, and positive 
feedback from the research team increase self-efficacy, diet adherence and contributed to 
behaviour regulation. The lack of barriers relating to family and friends contributing negative views 
of dietary restriction in pregnancy was notable.  
 
The practicalities of learning new skills, such as planning meals, shopping and continuously checking 
food content was time consuming but participants were able to quickly develop these new skills as 
they had all the resources they needed. Increased cost, food restriction and hunger were also cited 
as barriers to adherence but the participants’ over-riding need to ‘do the right thing’ for the baby 
was motivation enough to overcome these barriers. All participants were satisfied with the 
outcomes they had achieved. They felt that they had improved their health and the future health of 
their baby and developed the skills to help to reduce their future risk of developing type 2 DM. 
 
Comparison with other literature 
Previous studies reporting the experiences of women diagnosed with GDM report similar findings to 
our results. Women have talked about the ‘shock’ of GDM diagnosis [9, 15], about coming to terms 
with the diagnosis and the steep learning curve to becoming skilled in self-management of their 
blood sugar [15, 16]. The health and wellbeing of the baby is often cited as the main motivator to 
achieving self-management, making women more receptive to information and interventions 
designed to maximise blood sugar control [9, 15, 17, 18].  Previously cited barriers to self-
management have included physical and social constraints, lack of understanding or awareness of 
the potential consequences of the condition [16, 17]. The present results indicate that this potential 
barrier can be overcome by simple clear explanation. Women were advised that type 2 diabetes 
could be completely reversed to normal blood glucose control by a calorie restricted diet [19-21] and 
that a moderate calorie restriction in pregnancy would be expected to improve blood glucose 
control with potential benefits for baby. The safety of moderate food restriction in pregnancy was 
explained [3].  
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Although the therapeutic impact of moderate calorie restriction in all and type 2 diabetic 
pregnancies has previously been demonstrated [3, 7, 22], to our knowledge WELLBABE is the only 
study of GDM to include a formal qualitative assessment of women’s views. Similar semi-structured 
interviews to assess barriers and facilitators to adherence have been conducted during a study of an 
eight week very low calorie diet in type 2 DM [21, 23].  The reported findings have several common 
themes with the current study. Participants also anticipated an improvement to their long term 
health, whilst the prospect of support from study staff and participation in research were all strong 
motivators to diet adherence along with the individual support and awareness of physical 
improvements such as weight loss and improved blood glucose control. In a similar manner to the 
current study, participants valued social support from relatives, family members who altered their 
own behaviour and eating habits. As both study periods progressed, reinforcement, such as physical 
changes, feeling better about themselves, happier and more optimistic about the future, had a 
positive impact on behaviours.  
Safety of weight loss in GDM 
Deliberate restriction of gestational weight gain in obesity even to less than the 5kg minimum 
currently recommended by IOM guidelines has been shown to have a beneficial effect on risk of 
caesarean section (OR 0.73; 0.67 to 0.80), a decrease in rates of large for gestation age (>97th centile) 
to 0.64 (0.54 to 0.76) and an increase in small for gestational age to 1.62 (1.19 to 2.20) with no 
identifiable adverse impact including admission to neonatal intensive care (OR 0.98; 0.81 to 1.19) 
[22]. The small increase in small for gestational age is explicable as a population effect of decreasing 
birthweight and is not necessarily indicative of any disbenefit. The separate but related issue of 
achieving modest weight loss in 3rd trimester must be considered. GDM is associated with major 
hazards for mother and baby which are known to be minimised by improving blood glucose control. 
Although bringing about a small loss of weight with normalisation of blood glucose levels has not 
been shown to carry risks, this can be formally tested in future appropriately powered studies.  
Strengths and limitations 
There are several limitations to our study. Of the 14 participants completing the WELLBABE study, 12 
were interviewed. Whilst all available participants were interviewed, by the tenth and eleventh 
interview no new themes were emerging and therefore it is likely that data saturation had been 
reached. WELLBABE participants reflect a motivated group of women, who fully understood the risks 
associated with GDM and felt that they had the capacity and self-belief to enable adherence to the 
diet (see details on recruitment to the main study [7]). However the group were representative of 
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the general North East of England antenatal clinic population in terms of socio economic status, with 
58% being classified as falling into the two most deprived quintiles for England and Wales. 
The WELLBABE research team provided individualised support, feedback which all participants felt 
helped with both motivation and behaviour regulation. Extension to a community level would 
require additional resources, although use of the app minimised contact time with the study 
dietitian. After the initial consultation of approximately 60 minutes, women were reviewed only 
weekly. The 4 week intervention represented almost half of the remaining duration of pregnancy, 
although many women said they intended to continue to use the nutritional skills that they had 
learnt to the end of their pregnancy. Reflecting the local population, all interviewees were of White 
British ethnic origin and it is important to acknowledge that further studies involving women of 
other ethnic backgrounds are required given the likelihood of culture-specific barriers or facilitators.  
 
The strengths of this qualitative study include the fact that a theoretical, structured approach using 
the TDF was adopted to obtain information about the barriers and facilitators to women’s 
adherence to the diet. The interviews were also carried out as soon as possible following completion 
of the WELLBABE four week diet period and therefore participants emotions, experiences and 
influences were as contemporaneous as possible.    
Future research  
A key component to diet adherence was the social support women received from family and friends, 
therefore actively involving and engaging partners and/or ‘important others’ may help to promote 
intervention success. Some participants stated that they would have benefitted from a support 
group or website/social media site where they could interact with other participants, effectively 
having their own peer support network. Many participants would have liked support with the diet 
until the end of pregnancy, and any future studies should consider building this into the protocol 
with  one or more follow up qualitative interviews to assess maintenance of the dietary changes and 
ongoing motivation. A positive attitude to Type 2 DM prevention has been observed to facilitate 
health care seeking behaviours in the post-natal period, and a specific study of any such effect 
associated with weight loss during gestational diabetic pregnancy would be of benefit [18].  
This study demonstrates that decreasing calorie intake is possible and well tolerated during 
pregnancy. Implementation was assisted by family and friends, and there was a striking lack of 
conflict reported with pre-existing beliefs about the avoidance of weight loss in pregnancy. This was 
related to the clear explanation, support and reassurance of both safety and the potential benefits 
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to mother and baby. An RCT of this intervention is now required, minimising the main barrier of time 
necessary to learn a new approach to eating, and maximising use of the facilitators identified. 
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Table 1: Interview topic guide. 
1 What were your thoughts when you were asked to cut down on the amount of food you were 
eating? 
2 What were your feelings when you were asked to cut down on the amount of food? 
What are your feelings now that you have carried out this reduced calorie diet in pregnancy? 
3 Could you tell me if you had some doubts about engaging in this diet? 
Do you feel you were given enough information before you started the diet? 
4 How difficult did you imagine it would be to eat less and lose some weight during pregnancy? 
5 How difficult did you actually find it to eat less and lose some weight during pregnancy? 
Have you tried doing diets before you were pregnant? 
In what ways was this diet easier/more difficult to follow? 
6 At the beginning of the diet how confident did you feel about being able to stick to it? 
In what ways was this diet easier/more difficult to stick to than diets you did before pregnancy? 
Can you explain why? 
7 Over 4 weeks have now passed since you started the reduced calorie diet (RCD). Could you 
please tell me about your overall experience of it so far? 
8 Did you have any strategies that helped you to continue with the diet? 
9 How satisfied are you with the RCD and with the outcomes you have achieved so far? 
10 Have you noticed any week-to-week changes? 
11 How much effort did you spend planning your meals on the RCD? 
12 How easy did you find it to plan what you would eat? 
13 Sometimes life is so busy that people do not manage to do what they set out to. This is more 
common than we think. Were there any times when you didn’t stick to the RCD? Could you tell 
me a bit more about it? Was it a conscious decision? 
14 Have you experienced any lapse(s) during the diet period?  
15 Whilst doing the diet did you know how to access the information you needed to meet the diet 
targets? 
16 What kind of support (if any) would you have appreciated during this phase of the RCD? 
17 Do you feel that carrying out/taking part in the diet was an appropriate part of your life? 
18 Was taking part in the diet important to you at this time? 
19 Would you feel capable of continuing on this diet? 
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Table 2: Demographic characteristics (n=12), weight change and need for medication during the diet  
ID Parity Age 
(years) 
 
IMD 
quintile* 
BMI before 
diet 
(kg/m2) 
Weight 
before diet 
(kg) 
Weight 
change 
during 4 
week diet 
(kg) 
Gestation at 
WELLBABE 
recruitment 
(week+day) 
Gestation at 
interview 
(week+day) 
Medicated 
for GDM 
during or 
immediately 
following 
diet 
WB1 1 25 5 38.9 94.7 -0.3 28+2 33+5 metformin 
WB2 2 34 1 35.8 94.0 -2.8 20+6 27 no 
WB3 0 31 3 34.8 94.7 -1.2 31+3 35+1 metformin 
WB4 2 37 1 37.1 109.7 -5.6 27+6 32+6 no 
WB5 0 31 4 39.9 112.6 -3.3 27 35 no 
WB6 0 32 5 41.4 114.1 0.4 27+3 35+6 metformin  
WB7 0 24 5 34.3 82.5 0.5 26 33 no 
WB8 0 24 3 36.8 105.6 -2.5 26+3 34+2 no 
WB9 1 39 5 28.9 81.6 -2.6 26+5 32 no 
WB10 0 34 2 32.5 77.1 -2.1 33+5 38+1 no 
WB11 1 34 5 33.1 96.8 0.2 28+3 33+6 no 
WB12 0 31 4 34.6 91.3 -1.2 26+3 34 no 
*Indices of material deprivation calculated via post codes, 1 = least deprived, 5 = most deprived (https://tools.npeu.ox.ac.uk/imd/) 
